To assess how various stakeholders involved with nursing home care rate the importance of various quality-of-life (QoL) items for hypothetical residents with varying types of impairment. DESIGN: A community-based exploratory description of a convenience sample. SETTING: Eleven nursing homes in Florida, New Jersey, and Minnesota. PARTICIPANTS: Samples of registered and licensed nurses (RNs and LPNs), certified nursing assistants (CNAs), activities personnel, social workers, physicians, residents, and family members. MEASUREMENTS: Using a magnitude estimation approach, 17 QoL items were rated in order of importance on each of three hypothetical types of nursing home residents. RESULTS: Overall, there was little variation in the ratings for individual items. Ratings for persons with cognitive impairment were consistently lower. RNs'/LPNs' and CNAs' ratings were generally higher than the others, and physicians' ratings were generally lower. Residents' and families' ratings were generally lower than nurses' ratings. CONCLUSION: All stakeholders considered QoL to be important and felt that it deserves more attention in practice and regulation. A summary QoL score need not be weighted. Respondents (who were not cognitively impaired) considered QoL less important for residents with cognitive impairment. Value differences between those involved in nursing home care deserve more exploration. J
A lthough quality-of-life (QoL) measures have been described as central to clinical and research efforts in nursing homes, 1 until recently most of the attention to quality concerns for nursing home residents has focused on the quality of care, 2, 3 but the tide is changing. Recognition of the need to consider QoL is growing with at least as much vigor. 4 It has been suggested that QoL must represent subjective and objective aspects of quality, and 11 QoL domains have been identified 5 and incorporated into a set of measures for use with nursing home residents. 6 The primary focus of quality in nursing homes continues to be on care. Of the quality measures for long-stay nursing home residents that the Centers for Medicare and Medicaid Services publishes in Nursing Home Compare, only twoFpain and depression or anxiety worseningFreflect QoL, and only pain is in the domains identified previously, 6 although appreciation of the importance of the subjective experience of nursing home residents, which is frequently described as ''quality of life,'' is increasing. As QoL concerns increase, the distinctions between quality of care, QoL, and customer satisfaction become increasingly blurred.
Researchers interviewed nursing home residents and identified three categories within quality of care: care-asservice, care-as-relating, and care-as-comfort. 7 Care-asservice overlaps with family satisfaction survey questions 8 about the quality of staff service and communication, with specific concerns about promptness, responsiveness, and helpfulness of staff to residents. Care-as-relating also overlaps with satisfaction domains of individualized service and questions about how respectful staff are in relating to residents and family members, whereas care-as-comfort questions address gentleness of staff interactions, concern about resident comfort, and pain.
Focus groups of nursing home staff were used to identify seven domains of nursing home quality of care: central focus, interaction, milieu, environment, individualized care, staff, and safety. 9 In a further development of the model, consumers' and providers' views on quality of care were incorporated. 10 Consumers quality domains were staff, care, family involvement, communication, environment, home, and cost.
Early efforts to assess different stakeholders' views about the importance of various outcomes associated with nursing home care showed that family members seemed to be more cautious than healthcare professionals or residents. 11 In the general world of health care, especially that addressing frail older persons, QoL has become an outcome of great concern. Efforts to address this outcome have moved in several directions. Concerns about holding health care accountable for more than it could affect (i.e., social function, personal circumstances) led to the creation of a morerestricted sphere of health-related QoL (HRQoL) represented by measures such as the 36-item Short Form survey 12 and Sickness Impact Profile. 13 At the same time, many elements of QoL overlap with components of nursing home satisfaction measures. [14] [15] [16] A method has been developed to assess nursing home residents' QoL. 17, 18 This work has emphasized the multiple domains that must be considered. QoL in the context of a nursing home differs from general QoL and from HRQoL, because the environmental setting is confining and regimented. Elements of life that would be considered routine for persons living at home (autonomy, dignity, food enjoyment, comfort, and safety) become salient in the restricted regimen of an institution. The resulting scope of possible outcomes is more constrained than would be the case if more-generic QoL matters were being addressed but at the same time considerably broader than what is usually addressed under the framework of HRQoL.
The initial work to develop QoL measures for nursing home residents used the 11 domains that had previously been proposed. 5 That work, which created a psychometrically tested 54-item scale covering these domains, addressed each of these domains separately, 6 but developing a summary measure was always a desired goal. Such a summary measure would present a simpler picture to consumers and allow for easier comparison across facilities. As a step toward that end, a variation of magnitude estimation was employed to assess how various stakeholders involved with nursing home care rate the importance of various items drawn from the 11 domains used in the parent QoL research.
METHODS
This research was conducted in Florida, New Jersey, and Minnesota (in one city each in Florida and New Jersey and in two cities in Minnesota). A site coordinator in each city selected nursing homes from which subjects for the research were recruited. Most of the participating homes had previously participated in the parent QoL study. 6 The city coordinator recruited a targeted number of individuals from six different groups who worked, resided, or had a family member residing in the nursing facilities. It was sought to obtain the opinions of those most directly involved in the care of nursing home residents as providers and recipients. Perspectives of others, such as regulators, are certainly valid but more removed. The coordinators were asked to recruit professionals who worked actively in long-term care as employees or had a substantial medical practice in nursing homes. For each city, a targeted enrollment was set for each group. Twenty-six registered nurses (RNs) of a targeted 28, all 28 targeted licensed practical nurses (LPNs) (for this analysis RNs and LPNs have been combined (RNs/LPNs)), 81 of 84 targeted certified nursing assistants (CNAs), 26 of a targeted 28 social workers/activities therapists (SW/ATs, 12 SWs and 14 ATs), 21 of a targeted 28 physicians (to be eligible, some part of their practice must be spent in nursing facility), 67 of a targeted 80 residents, and 68 of a targeted 80 family members of residents (residents and family members were not matched) were recruited. The selection of facilities and subjects for this research was done using convenience sampling procedures. Only cognitively intact residents were approached, because the task was deemed to be too complicated for those who had significant impairments. The site coordinator made the determination of cognition in consultation with the facility staff and reference to the chart; no formal screening was performed.
The University of Minnesota institutional review board approved the project, and informed consent was obtained from all participants.
All surveys used a self-administered questionnaire. Professional and family respondents were allowed two different methods of participating in the survey; they could complete the survey at the facility and return it to the site coordinator, or they could take the survey home and return it by mail to the University of Minnesota. The majority of the surveys were completed at the facility and returned to the site coordinator. The coordinator gave residents the questionnaire, remained close by to answer questions as they arose, and collected the questionnaire when completed. However, residents needed to be able to read and write, because the task was considered too complex to be conducted entirely orally. Each respondent was asked to rate the importance of a series of 17 items drawn from a QoL scale developed as part of a program to create such a measure 6 (see Appendix 1 for the items). The form asked the respondent to rate each item on a scale from 1 to 10, where 1 meant not at all important and 10 meant extremely important. The respondents were asked to rate the QoL items for three different hypothetical nursing home residents: one who was physically impaired and cognitively intact, one who was physically intact and cognitively impaired, and one who was physically and cognitively impaired. To address the potential bias of order effects, the ordering of the resident type and the order of the 17 items was randomly determined for each questionnaire (all questionnaires were unique).
The raw data were screened to look for evidence of respondents who rated all items the same, especially those who rated everything a 10. A total of 23 cases (7%) demonstrated this distribution (RN 5 2 (8%), LPN 5 3 (11%), CNA 5 8 (10%), doctor/SW/AT all 5 0, family 5 3 (5%), resident 5 6 (9%)). These cases have been retained in the analysis.
Data analysis was done using SAS (SAS Institute, Inc., Cary, NC). The primary analysis for this article is analysis of variance (ANOVA), which was done using PROC GLM (SAS Institute, Inc.). A separate ANOVA analysis was used to compare responses with each item in each scenario. In the analysis, several of the provider populations were combined; the RNs were combined with the LPNs and the SWs were combined with the ATs. Before combining these groups, the responses of the groups to be combined were compared with each other using a t test (proc t test). There were no significant differences in responses to any of the items between RNs and LPNs or between SWs and ATs. A regression model was used to examine the effects of the respondent groups controlling for scenario and for the scenario effect controlling for respondent groups. The Kruskal-Wallis technique was used to explore where differences occurred in the ANOVA models. The resident rating was also compared with each of the professional ratings, and then a Bonferroni correction for multiple comparisons was applied. Table 1 presents the basic demographic information for each of the respondent groups participating in the research. Women represented the majority of the providers (with the exception of physicians (50% were men)) and family members and residents (79% on average). The average age of all of the provider groups was in the 40 s, with CNAs being the youngest on average (mean age 41) and RNs and doctors being the oldest (mean age 48). The average age of the residents surveyed was 80; for family members, it was 59. Table 2 describes the 11 nursing homes from which respondents came. One was owned by a for-profit corporation, six by nonprofits, and the rest by governments, usually counties, except for one Department of Veterans Affairs (VA) facility. Two were owned by chains, one was a VA facility, and the rest were individually owned. All but the VA home accepted Medicaid, and all but one other accepted Medicare. The mean bed size was 155 (range 47-462). The number of reported deficiencies per nursing facility ranged from two to 120, with a mean of 10. Tables 3 and 4 show the raw mean ratings by resident type, although the statistical tests were conducted on adjusted data. In each case, the a priori analysis compared the ratings for the resident respondents with each of the remaining rater groups. Table 3 contains the mean ratings for the physically impaired/cognitively intact scenario. Using an ANOVA analysis, two of the 17 items demonstrated significant differences: make choices and food and dining. Given that the two items that demonstrated significant differences were not related to similar constructs, it is not surprising that there was no consistent pattern in the different groups rating across the items. For the item on choices, family members rated the item lowest; for the food and dining item, physicians' ratings were the lowest.
RESULTS
Of the three conditions, the physically intact/cognitively impaired scenario (Table 4) showed the greatest variation across respondents. Of the 17 items, 10 demonstrated significant differences based on the ANOVA analysis. The significant differences spanned a wide range of areas, from personal concerns, such as comfort, to being treated with respect. In general, the physician and family member populations tended to provide lower ratings than the resident population (and other respondent groups). In only two cases did the resident rating differ significantly from that of a professional group. RN/LPNs' ratings were significantly higher for comfort, and CNAs' were significantly higher for food and dining experience.
In the physically/cognitively impaired scenario (not shown), two items demonstrated significant differences: pain and anxiety/boredom. There was no consistent pattern in the different groups' ratings across the three items. Here too RN/LPNs' ratings were significantly higher than residents' for comfort. Table 5 shows the raw differences across raters for the three scenarios combined but controlling for scenario effect. When the residents were used as the reference group, RNs/LPNs were higher in two items, CNAs in six items, physicians in three. SWs and family members were higher in one each, but the pattern of items was not consistent across groups.
To gain a sense of how the variation in the hypothetical residents affected the ratings, an average rating of all the items for each resident type was calculated, controlling for the effect of raters. These results are shown in Table 6 . The physically impaired/cognitively intact scenario was used as the comparison group. For all but two items, the two groups that were cognitively impaired were rated significantly lower. The combined impairment group ratings did not differ much from those for residents who were only cognitively impaired. In nine instances, the differences were less than 0.1; only two were greater than 0.25 (do what they want and identity).
DISCUSSION
This exercise suggests that the various stakeholders involved in nursing home care attach different levels of importance to QoL attributes of nursing home residents, but the overall size of the differences across QoL domains is generally small. There was universal endorsement for the importance of QoL; few scores were less than 8. Although the scoring range was concentrated, the variation was enough to distinguish between the raters. The amount of difference varied with the type of disability displayed by the nursing home resident being examined. The importance of QoL was generally rated lower for cognitively impaired residents, but the difference across raters was greater. For example, of the rater comparisons of a cognitively intact/physically impaired resident (Table 3 ) and a cognitively/physically impaired resident (not shown), only two were significant (not the same ones). By contrast, for a cognitively impaired/physically intact resident (Table 4 ), 10 ratings were significantly different across raters. There is continuing pressure to develop summary measures for complex topics. Developing a simple measure for this construct might enhance refocusing attention on QoL of nursing home residents instead of solely on quality of care. Alternatively, one would not want to oversimplify to the point where important nuances were lost. Likewise, QoL is a subjective concept. The relative importance of its components might be different for different stakeholders. Families may be more protective and have higher expectations, whereas residents may be more accepting of their fate. CNAs have the best opportunity to observe residents and physicians the least. Such differences have implications for care planning and evaluation. In other contexts professional and patient values have been shown to differ, 19, 20 and those differences can affect how quality is judged. 21 The extent of the agreement between raters varies with the type of resident being rated. For all but two items, the ratings of the importance of QoL for residents with cognitive impairment were significantly lower than for those with only physical impairment. These findings support the idea that QoL is an important component of quality that deserves more attention in discussions and regulations of nursing home care; nonetheless, it may be useful to distinguish between types of nursing home residents when discussing their QoL. QoL should be actively addressed for all residents, but QoL scores could be established separately for cognitively intact and impaired residents; a more practical step would be to statistically adjust for cognitive case mix when calculating QoL scores for a facility, as was done in the parent study. 18 For those with physical dependencies, it would appear to be sufficient to assign equal weights to each component of QoL and to create a simple summary score, but the level of complexity increases substantially when the focus is on persons with only cognitive impairment. In this case, the weightings are not equal, and the nature of the rater becomes more salient.
Some limitations of this study must be acknowledged. The sample was based on convenience. Although it was drawn from several geographic locations, it cannot be said to be representative of each respondent class or nursing homes in general. Although sampling targets were not fully achieved, the respondent pool was large enough to permit the analyses described. The large number of analyses allows for inflation of type 1 errors, although the differences in the rate of the significant differences across resident types suggest that something real is being probed.
QoL is a central but neglected component of nursing home care. All stakeholders acknowledge its importance, but it has been much less attended to than have more-traditional measures of quality. QoL measures are now available. They should be incorporated into the regulatory process. Clinicians, as champions of nursing residents, should play an active role in leading the charge to pay moresystematic attention to this aspect of care.
